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TO THE EDITOR:
We would like to thank Huang and Rezaie 1 for their interesting comments. As the authors are well aware of, diagnosis of Jackhammer esophagus requires normal integrated residual pressure (IRP) and at least 20% of the swallows with distal contractile integral (DCI) that is greater than 8000 mmHg • sec • cm, using the Chicago classification version 3.
2 In our patient, only 30%
of the swallows were hypercontractile and the median IRP was within the normal range (7 mmHg). When each swallow was reviewed, a few of the measured IRP's were above the normal range (18-20 mmHg), but the median IRP remained within the normal range.
The authors suggested in their letter that patients with Jackhammer esophagus who progress to achalasia tend to have abnormally high median IRP. In addition, the authors pointed out to their recent publication, demonstrating that patients with Jackhammer esophagus and elevated IRP progressed within 2 years to type 3 achalasia. 3 However, one has to recall that based on the latest Chicago classification, patients with abnormally high IRP and esophageal hypercontractility following more than 20% of the swallows do not fall under the category of Jackhammer esophagus. In fact, these patients demonstrate esophagogastric junction outflow obstruction with hypercontractile swallows, likely in response to the obstruction at the esophagogastric junction. Those type of patients have already been recognized in the literature to potentially represent early achalasia. 4 Our case do raise an interesting question, is Jackhammer esophagus a unique and durable esophageal motor disorder? As Huang and Rezaie 1 pointed out in their letter, at the time the Jackhammer esophagus was diagnosed, the patient demonstrated on barium swallow, mildly dilated esophagus and narrowed gastroesophageal junction. 5 These findings may suggest early achalasia, but the high resolution esophageal manometry revealed Jackhammer esophagus. In addition, it is possible that Jackhammer esophagus may not represent a unique esophageal motor disorder, but rather an esophageal response in the background of esophageal motor function abnormality. Thus, the presence of swallows induced hypercontractility is a response to an underlying esophageal motor disorder, such as outflow obstruction, rather than a unique and durable esophageal motor disorder. Lastly, we would like to reassure Huang and Rezaie 1 that we re-evaluated the values of the recorded IRP's in our patient and the median IRP remains within the normal range as we originally reported.
